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BACKGROUND

Project HOPE. a non-pro&  private voluntary organization (PVO) based in the United Shtes,
implements the Thyolo Child Survival project in southern Malawi with t-inancial  support from
A. I. D./Washington. The Thy010 Project is a result of several initiatives made by HOPE since
1988 when the HOPE Regional Director (based in Swaziland) made a series of visits to Malawi
to investigate the possibility of providing health support to a particularly needy population.
After several trips, HOPE proposed to establish child survival services on the private sector tea
and coffet: estites  of Thyolo distict’ . A proposal was submitted  to A.I. D./Washington for
funding, but was rejected because A.I.D. was unconvinced that the unusual linkage between a
PVO *and the private sector would be successful or sustilinabie.

T’he following year, in 1989, HOPE persisted with a more detailed second proposal, and A.I.D.
subsequently agreed to provide a prelimkuy  one-year planniug  grant (totalling 5100,ooO
matched by HOPE’s $33,333 contribution) for general s--up *and for designing a more
detailed project plan. The $133,333 budget, sufficient to begin estilishing  child survival
services on eight estates in the distict, finaxed the following activities:

the saiary of a full-time expatriate project director and two local s%aff;
a baseline  houaold  .sun%y;
pre-service training of seven health surveillance as&ants  (HSAs -- Malawi’s lowest paid
health workers and front-line PHC workers) and 70 community heakh  volunteers; and
vehicles and oflice  equipment.

Within six months of implementation, HOPE succeeded in interestig thirty more estates in
expanding their health  servkes to include child survival services. The baseline survey
conducted during this six-month period measured the extent of health knowledge, practices, and
health services coverage on the estates. Using the baseline survey data and the endorsements of
the estates, HOPE submitted a third proposal to A.I.D. to train and place thirty health
survedaucc assistants (HSAs)  within the estate health care system in order to promote and
deliver basic matunal and child health care sexvices. The goal of the project was to “lower
morbidity and m&al@ amoug  women of child-bearing ages aud their children under five
through collaboretun  with  private sector estates commiti  to expanding child survival services
for their workax  and their families” (2). Based on this third submission, A.I.D. agreed to
provide s6oo,ooO  (mat&d  by HOPE’s $2OO,ooO  coutribution  and the in-kind contributions of
the estates) eves  the three  year period August 1991- July 19% for establishing comprehensive
primary health care (PHC) tices ou 38 e&&es in Thy010 district.

At tk time  of this evaluation, the project had been operational for two years, with twelve
remnining  months untiI  the Project A&stance Completion Date (PACD). This report aims to
document the accomplishments and achievements of the HOPE/Malawi Child Survival Project

’ Thy010 District is located in southern  Malawi, with  a total population of 457,ooO  persons in 350
villages and estate compou&.  Approximately  165,ooO  individuals are associated eitber directly or
indirectly uitb  the tea and coffee estates. An estimated one-third of all health  facilities in Tbyolo
district are privately owned and operated by tba tea and coffee estates for employees and their
dependents.
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in achieving  these  &ja$ves  thus far, as well as to recommend areas of improvements or
iilrt,her  attention. The organization of the following discussion follows the outline and questions
set forth in the ” 1993 FHA/PVC Child Survival Mid-Term Evaluation Guidelines” developed in
A.I.D./Washington.

The evaluation team was comprised of two HOPE/Malawi representatives (C. Thompson and G.
Sande), one HOPE/US representative (Dr. B. Schwethelm), and an external evaluator (M.P.
Selvaggio). The team conducted in-countxy interviews during the weeks of 7- 17 July 1993 in
addition to reviewing project reports and documents for the completion of this report.
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The Project Hope/Malawi Child Survival Project has been operating for nearly two years since
August 1991, during which time consideriibke  effort has been direc?d toward:

- providing pre-service training to 320 primary health care workers (known in Malawi
as Health Surveillance Assisxants,  HSAs) and community health volunteers for
placement on 38 tea/coffee estates;

- conducting numerous household and health worker surveys;
- coordinating with es&&e  managers, the Ministry of He&h (MOH), donors, and other

NGOs;  and
- es?ablishing  supervision and information systems for the child survival interventions

introduwd  on the esxates.

Table 1 contains a summary of all inputs and outputs of the project at the time of this
evaluation. htrapuhting  from the results of the mid-term survey, an estimated sixty to eighty
percent of all women and children targeted (45,500) are now direct beneficiaries of project
activities.

At the time of the evaluation, it was not possible to measure the health impact or outcome of
theseinputsandoutputsasitistooearlyto~ changes iu morbidity or ~mortahty  patterns
resviting  from the introduction of child survival programs on the estates. Nevertheless, the
project’s mid-term swvey  notes increases in household knowledge relatd to ORT, appropriate
infant feeding practices, malaria symptoms and prevention, and AIDS transmis.sion.
Furthermore, anecdotal informatiou  suggests substantial improvements in compound sanitation
along with earlier  referrals to estate clinics for basic he&h problems. These increases in
knowledge, improvements in environmental health, and greater utihzation  of es$ate  health
services are expexted  to have a positive impact on overall child swvival  in the long-term.

Numerous improvements itt the estate health sec%or can be directly attributed to projeez  efforts --
mostly in strengthened health infrastnxture,  improved health behaviors at the household level,
and producuve  and col&&ative working  reiationshi~ with numerous count-. These are
further ditzcwd below.

1.1

The most significant project accomplishmeut  is the creation of community-baxxi  PHC service
delivery on the Thy010 tea/coffee es&&s where little or no PHC seryices  previously existi.
Through edabiishing  a network of weti  traimxi,  communityuriented  he&h persom~l  (HSAs
and community volunteers who were non-existent prior to the project), Project HOPE has
significantly expanded preventive, primary he&h care services to es&&  residents and their
families. A total 320 additional staff (280 volunteers, 30 HSAs, and 10 CBD workers) now
assist in promoting health and delivering MCH health services/supplies to 38 estates.
Furthermore, given that the HSA aud CBD workers are fully employed by their respective
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Table 1
Pmjmt  HOPE/Malawi Child Survival Project Mid-Term Evaluation

MEASURABLE INPUTS. OUTPUTS. AND OUTCOMES

(estimated total cost: $422,400)

recanr~  ASSIST
(24 pu long-ten aud 1.5 pm short-ten)

LOCAL  STAFF
(57 pi Technical Support: 66 pm
bdrinistrative Support; 31 pi Peace
Corps Volunteers)

( 45 pi for thirty 6% ahd 46 pi for
couunity health volunteers)

-TATION  OF BWTE PA m
(Project off ice at Distr ictcHospital)

(1 baseline ahd  1 mid-ten KPC survey;
1 diarrhea survey: 1 end-of-training
survey: 1 ethnographic survey: one
nutrition review; and 26 ahthropcmetric
surveys***)

2 Vehicles, 3 aotorcycks,  and 30
bicycles (for aSAs)

Office Furhiture  (desks/&airs for 8
persons; photocopier; typeuritcr;  2
filing  cabinets; fax/phone mchines;
transcriber; gemator)

Computer eqipmeht
(3 PCs and 2 printers)

Audio Visual equiplent  (VCR, slide
projector, screen, 2 cassette players)

325 persons trained in basic
PHC services delivery.

Strong couituent by 38
estates to expandinq existing
health services to include
child survival services.

Better data base on health
!4nowledqe  and practices amnq
estate workers and their
fauilies.

Development of information
system for monitoring (i)
performance of health
suxveillance  assistants
(ESAs);  and (ii) utilization
of health facilities.

Early signs  of increasingly
beneficial health behaviors
at home environment.

Earlier referral to health
facilities for uost comn
health problems.

Improved  sanitation on
compo~.

Teaching Aids (2 obstetric aamquins)b ,
Inputs refer only to the resources prov ad by A.I.D. ahd Project EOPB i I do not reflect the estate

contribution to the project (mainly salaries for ISAs).
+** Costs for two anthropoletric  surveys were covered by the project. Project technical abd adknistrative
support was provided to auotber  24 drou9ht-related  surveys (in collaboration with other EGOS ahd donors).

Lonq  u&hers  with young
children, increased
knowledge related to
Malaria (symptoms and
treatlent),  AIDS
(transmission and
prevention), ORT, and-
child feedinq  practices.

Increased contraceptive
prevalence (from 4
percent at baseline to 19
percent at mid-ten).

Changes in morbidity and
mtality not yet
possible to measure.

1 -
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estates, sustainability is more likely than  in most PVO community health projects where
community or MOH financing is more diflicult  to secure.

The project has also made a unique contribution to the Malawian health  sector in the
development of a management-based, user-fiiedly  health inform&ion  system (HIS) for
monitoring the work of the HSAs and community volunteers and for program-related decision
m&ing.  Because the HOPE computerized HIS is more user-tiiendly  and accessible than the
GOM’s  manual  HSA information system, it has the potential for being adapted for use by other
organilations  employing HSAs (including the MOH).

Finally, the projec?  has estiblished  strong management structures, particularly for health worker
supe4sion  and supplies  m;magement.  Strong Project HOPE oversight of HSAs and health
volunteers has ensured that their training is being put to effective use at the community level as
intended. Support for logistics management (mostly  transporting bulk supplies of condoms from
Lilongwe to he&h workers on the es-es)  appears to have resvlted  in increased
utdizatidacceptance  of condoms either for AIDS prevention or family planning (tiom  a
baseline condom prevalence rate of 1.3 percent to 3 percent at mid-term).

1.2

Most impressive to edate manager, the HSAs themselves, and HOPE s%aff has been the gredy
improved clediness  on the estate  compnrnds  resxdting  from project efforts. Throughout the
evaluation, it was repeatedy emphaded that social mdd.izaticm  at the compound level has
stimulated cleaner compound homes, better sanitation, and a greder community spirit among
compound residents -- china&r&tics  of compound life not evident prior to the start of the
project. With impruved  compound  sanitation, estate managers are now exhibiting new
commitment to upgrading wclrker  housing by financing condruction  of more pit latrines and
water suppties m their cst?Ues.  Additi~aal  eVi&tnce of the project’s successful social
mobilization is the ixmasing at&dance  at community health education tidks  and at under-live
clinics over the lifeof-tk-pmject. For example, no he&h taIks were given to es&de  workers
prior  to the start of the pruject. During the first year of project implementiiti~n,  an average
3378 pmons attadal k&h talks each month. By year 2, an average 5,539 persons  attended
health talks each m&h.

The project  has ah41 contributed to improved he&h knowledge and practices among estate
xsidents. E&al on the redts of the mid-term survey, numy of the project’s KPC objectives
have already been achieved after only two years of implementation. This  is particularly evident
in the communiti~’  knowledge of darrhea, family planning, malaria, and transmission of
HIV/AIDS.

FinaIIy, as a result of HSNvolunteer referrals of sick patients, as welI as their success in
eduding  the pup&ion  on symptoms of diseases, there are now reportedly less  severe cases
being presented at estate health facilities. And estate residents are reportedly  asking more for
condoms since they now know that condom supplies  are available (as a result of HOPE
logistical support).
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Good working relationships btttween  a PVO, the recipient community, the financing agency and
the MOH are critical for successfir  and sus&inable  MCH programs. in this case, Project
HOPE is credited with contributing to very constructive, positive, and collaborative  working
relationships with all parties.

In Malawi,  the estate  sector is typically  reluctant to cothbwdte  on social services projects
lxxmse of past negative experiences with promoters of these activities. Initially skeptical
toward this project, estate managers are now highly committed to the delivery of PHC services
on their es3ates. SeveraJ  companies, impressed with the success of the project’s start-up, have
indicated that they would incr~ their company health budgets (by as much as 10 to. 15
percent) to cover future recurrent costs for sustaining the program on their estates. .

HOPE has also developetl  highly collaborative working relationships with the Minis8ry  of Health
(MOH) not normally fti among NGOs working in Africa. HOPE has ensured that all
techxkal  intemmtioos  introduced on the estates followed GOM/MOH norms and protocols.
The content of the health messages delivered by the HSAs and community he&h workers are
those developed by the MOH in conjunction with UNICEF. Productive working relationships
with Project HOPE staff were highlighted by distict  and regional MOH as well as other NGOs.

A prolonged drought which occ& during the first two years of the project (199 I- 1992)
througiwut  southern Africa thrust the HOPE project in& an emergency respnse  mode,
n~essitating resqronsiveness  to community relief activities. HOPE participati in donor
coordination  meetings with the MOH and other NGOs and sqported numerous nutrition
surveys which were conducted throughout southern Malawi. Although the drought has passed,
these donor COOrdiLULfiUn  acti*h continue today with a focus on development and coordination
of scarce develqnnent  resources to nwmimk impact at the community level.

HOPE has also ezitabliskd  posifive  working relationships with the USAIDMalawi m&ion as
evidexuxl  by their freyumt contact and regular exchange of ideas.

“Relevance” refers to the apprqiateness  of inventions  given the needs of the beneficiary
pupulatim. A.I.D./CDE states that to be relevant in health terms, a program or project should
allocate its resources in m to the seriousness of the varied he&h problems affecting the
populiition.

In Mali& the leading causes of morbidity and mortality are malaria, respiratory infections,
undemutxitiou,  AIDS, d&heal diseases, and aneaia (1). In Thyolo,  these are also the main
causes  of sickness and death (6). The Government states that although malaria is the tirst  cause
of illness and death (particularly among the &5 year age group), half of ail Malawians are



Project EOPX/Halawi - Child Survival Project - Hid-Ten Evaluation Page  5

unaware of the causes of the disease and the correct treatment. As a result, there is urgent need
for more education and communication on malaria. (This pervasive lack of knowledge was also
coat-med  in the results of the project’s baseline survey.) HIV/AIDS also now contributes
significantly to overall morbidity and mortality in Malawi. HIV prevalence ranges around 20 -
28 percent for the general population, and while rates for children are unknown, increases in the
adult female population clearly place infants and breastfed children at risk as a result of fetal
and breastmilk transmission.

For all health problems, women and children are the most vulnerable groups in the country.
Physical accessibility to health services  is not a coutmint  in Malawi or on the estates, as most
Malawians live within 8km of a health facility. Most of these services, however, lack effective
outreach into their communities.

HOPE’s presented its prqsed technical approach to address these constraints in both the
Project Proposd (2) and the Detaikd Implementation Plan (DIP)(3).  The project is designed to
address: (i) the poor knowledge and unfavorable practices among mothers and child caretakers
on the Thy010 estates; and (ii) the absence of preventive PHC services delivery within the estate
sector. The project essentially aims to educate women and other child caretakers on child
survival, well as to strengthen delivery of PHC services at the clinic and community level
(through establishing community health workers (HSAs) and volunteers at the compound level).
This approach is highiy  r&want  to the health profile of the target communities and the health
services delivery structure within the estate.

Table 2 below presems  the planned allocation of A.I.D. contributions (as planned in the project
DIP) compared to the actual allocation to date and the targeted allocation by the end of the
project. The di&rence between planned and actual/targeted aJlocation  of project resources is
due to the following factors:

- at the beginning of the project, immunization coverage in Thy010 was already very
high (approximately 80 percent complete coverage) and EPI interventions were
therefore not given as high a priotity  in the project as other more critical health
-;

- poor sanitation at household level was identified as the strongest underlying factor for
potx child health,  themfore  requiring greater  atItention;

- the prolonged I!49142 drought demanded that project resources focus more
intensively on nutrition and water-related Lalth interventions during the early months
of project implemezttation;  and

- mahria and HIV/AIDS, as the most common causes of morbidity and mortality,
necessitated additional  emphasis.

“Relevance” also refers to the appmpdtex~~ of the strategies employed to improve health
status. HOPE’s baseline survey found among mothers and caretakers a lack of appropriate
knowledge related to child health. Thus, the project’s strong IEC orientation through the use of
community health workas (HSAs and vohmteers)  for educating families is relevant given the
educational and culhirai  context of the estates. Likewise, the project’s strategy to establish
outreach-oriented PHC services from the estates pre-existing  health facilities expands the
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Table 2
Project HOPE Child Survival Project in Thy010

Mid-Term Evaluation
PLANNED, ACTUAL, AND TARGETED ALLOCATION OF A.I.D. RESOURCES

RFIVISED  TARGETED
use of A.I.D.
funds by PACD
(percent)

PImIKDuseof
A.I.D. funds
(pmnt)

ACTUAL use (by
mid-term) of
A.I.D. funds
(percent)

June 1992 (DIP) Julv 1993 July 1994

IHTERVEWCIOli

20% -A. ORT
.

5%B. Iuunization

C. Nutrition lstm  of 1.2.3 below) 20 %

110 %)1. Breastfeedinq

(5 %I2. kieaninq  process

3. Hateml IhWition

(5 1) (5 1)

(5 %) IS 91

D. AU1

I?. Paaily Planninq/Hatmal  Care

P. Other  (sum of 1,2,3 below)

1. Halaria

35 %

(10 %)

(15 %)2. HIV/AIDS

3. Vitah  A 15 %I

4. Water/Sanitation IBC 15 %I

availability of services to the target population.

Finally, the HOPE project is designed to be consonant with the financial realities on the estates,
and their financial and human resources  available for sustaining  the services following the
PACD. Community health personnel were hired only when the estates could pay for their
salaries. Simple and affordable systems and structures were introduced which could be easily
sustained by the estates following the end of the project.

In summary, the project’s health intenentions  and strategies are highly relevant with the
epidemiological profile of the Thy010 estates, but a shift in resource allocation was required to
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ensure more relevant and rational allocation of project resources given the epidemiological and
socio-cultural  profile of the Thy010 estate sector. The evaluation-team supp&ts  this shift  and
the greater spending and emphasis given to malaria, nutrition, HIV/AIDS, and water/sanitation.
Although EPI receives less attention with the shifts in resource allocation, EPI coverage levels
are not expected to be affected since the levels seen prior to the start of the project have been
maintained throughout project implementation without much emphasis by the HOPE project.

3 .  EFFECTIVENESS

“Effectiveness” refers to the extent to which services are reaching the inr ,ded  benefi+ries.
Effectiveness has two dimensions -- coverage of services  (a quantitative 1 asure of ppject
performance) and quufiry  of services (how well the services meet the needs of the beneficiaries).

The Project HOPE Detailed Implementation Plan (DIP) presents twelve objectives to be reached
by the end of the project, largely relating to increasing knowledge levels and increasing both
accessibility and utilization of PHC services. Many of the project’s objectives have already
been reached as evidenced by the results of the mid-term survey -- a remarkable
accomplishment in view of the additional demands placed on the project as a result of the
drought. Annex D graphically summarize progress toward meeting the twelve project
objectives.

Increased maternal  knowledge of ORT, malaria, and HIV/AIDS since the baseline survey are
attributed to the intensive IEC efforts of HSAs and community he&h volunteers. On the other
hand, knowledge/practices related to nutrition, child feeding, breastfeeding, and ARI have not
improved as much, and will require additional attention during the next year of project
implementation to reach project targets. Due to the many KPC objectives which have already
been achieved, it is recom that project objectives be revised to set new targets (where
targets are already met) and that extra emphasis be given to nutrition and ARI education during
tk next year.

Of particular note, comaptive  prevalence  rates (CPR) have nearly quintupled (see Table 3).
Data show that CPR for estate popuMons  at the begin&g of the project was similar the CPR
rates of the rest of the country as rne!asu&  by Demographic Health Survey. Nearly two years
later, however, siguificant  illcmua in family planning use are evident, mostly in use of
condoms, pius, and injectables. HOPE should  be given credit for the large increase in condom
use, as their condom promotion efforts (for AIDS prevention and family planning) as well as
their logistical support efforts (keeping HSAs and health facilities well supplied) have clearly
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Table 3
Project HOPE Child Survival Project; Mid-Term Evaluation

FAMILY PLANNING DATA

Baseline CPR Mid-term CPR
Modem Method Used (1991) DHS Data ( 1993) (1993)

N = 298 N = 287

Condom (6) 1.3 % 1.6 % (10) 3.4 %

Injectable (2) 0.6 % 1.5 % (7) 2.4 %

IUD (1) 0.3 % 1.5 4% (1) 0.3 %

Oral Contraceptives (6) 2.0 46 2.2 % (33) 11.5 96

Sterilization N/A 1.7 96 0) 1.7 %

TOTAL (15) 4.2 % 7.0 96 (56) 19.5 %

resulted in greater acceptance of condom?. Increases in CPRs  for pills and injectable can only
be partially attributed to HOPE’s efforts, as project emphasis was on promotion and not
strengthening service delivery.

Because coverage per se is not listed as a distinct project objective (although it is presented as a
project goal or purpose) no data on coverage of health services delivery was included in the
baseline or mid-term surveys. Nevertheless, the project has clearly made a significant
contribution to expanded  child survival services on the estates by increasing the numbers of
tied health workers available to the communities (HSAs and community volunteers) and by
educating the general  plbiic in the appropriate  use of modern kalth  care services. Anecdotal
reports  indicate that prior to the project, compound residents were reluctant to use estate heahh
services  unless an illness had pqresed  to a very severe state (at which point the estate clinic
usually had to refer the patient to the district hospital). Now, as a result of project inputs,
lHili7atioI.l  of estate clinics is reportedly increasing, and many of the clients are coming in earlier

* RIPE has assisted in the distribution of 159,200 condow  in the eight month Period October 1992
thrcqb  June 1993. Conodity  distribution data can be used as a ems c&k to the results of the rid-
term survey to verify ths increass  in condos CPR rates. Usirtq  comcdity data, tbs  condos CPR is
calculated at approximately 4 percent. Asming  that a Portion of this four Percent is used to build
stocks, distribution data suqqests  that fAe condor  CPR is around 3 Percent. The aid-ten survey found a
reported condom  CNI  of 3.4 percent. Thus, the reported use of condors as a contraceptive method  is
highly  associated with EOPB’s  comdity  distribution data, concluding that Project IFOPS has been
primrily  effective in increasinq  condos  usage in Thy010 district.
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with less severe symptoms. It could therefore be concluded that project activities have been
quite effective in increasing the overall availability and accessibility of health services to the
population and in the long-term, may reduce the costs for hospitalization.

3 . 2  Quality

To measure the quality of HOPE project efforts (i.e. how well the project is meeting the needs
of its beneficiaries), the needs of both estate managers and estate workers must be considered.

Estate managers Ire clearly concerned about the spread of malaria and HIV/AIDS which most
affect their wori ce. The project appears to be effectively meeting the expectations. of this
beneficiary grout, mough the increased attention being given to these two diseases.  As
indicated above, increased knowledge of both diseases is evident and should contribute to
increased practice of preventive behaviors. Furthermore, HOPE’s emphasis on condom
distribution (and future plans to promote impregnated bednets) will even further satisfy the
concerns of estate management.

On the other hand, it is not possible to judge how well the project is meeting the priorities of
estate workexs in the absence of qualitative data which presents their desires or aspirations. As
with most health projects, the HOPE interventions were designed based on an analysis of
epidemiological patterns and services  i&as&ucture. Yet, the results of an ethnographic survey
financed by HOPE (7) show that the greatest concern of most estate women is not disease
control, but rather scarcity of food leading to malnutrition, and in some cases absence of clean
water supplies and poor quality housing. Inasmuch as the HOPE project has contributed to
greatly improved sanitation on the compounds, it can be concluded that the project is meeting
some of the priority needs of the beneficiaries. Otherwise, further qualitative research needs to
be conducted with estate residenk  themselves to determine  their perspectives  on the health
services now available as a result of the HOPE effort.

4. TO DR-

Within the tea and coffee estates of Thy010 district in Malawi, the main community barriers to
meting  the basic needs of children  have been poor  utilization of health seryices  (due mostly to
a lack of outreach services by the estate& lX.lities), the transiency of the estate workforce
which results in neglect of compound houses, and lack of knowledge about  causes, prevention,
and treatment of basic diseases.

HOPE’s emphasis on community involvement and self-reliance in pmmoting  health have most
visibly resulted in increased  cleanliness and sanitation on the compounds. In turn, the estate
managers, impressed with the improved cleanl&ss  on the compounds, investing further
resources into compound services (such as pit latrines and water supplies). The project’s
strategy has also emphasized earlier treatment of health problems both with home remedies (e.g.
home-based ORS) and in early referrals to the clinic.
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5. GN ANILIMPLEMF.NTATION

5.1 Design

The project is largely being implemented as planned. Following the plans set forth in the
project proposal and DIP, the project activities and beneficiaries are limited to tea/coffee estate
workers and their families in Thyolo District. With project funds, a total of 38 estates with a
target population of 45,588 (women of childbearing age and children under five) were originally
targeted and are now being served. The success of Project HOPE’s activities on the Thyolo
estates has reached the attention of other entities (sugar, tea/coffee, tobacco estates) in
neighboring districts, and although numerous requests have been made to expand activities to
these districts, implementation thus far has been confined to the Thy010 district estates.

5.2 sUseofDat,a

The development of a user-friendly, management-based, computerized health information
system (HIS) for the HSAs and volunteers is a major project achievement and unique
contribution to the Malawian health sector. The project HIS, developed by an external
consultant, consists of three data components: the Hu hfonthcy  Cbnsofidizted  Form; the
Monthty  Vohmteer  ActMy  Sheet; and moru&  service statistics for estate clinics. The data  are
usedtomonitorboththeperformance of the HSAs (thereby contributing to better employee
supervision) and disease trends in the community (for fine-tuning project resources toward the
most critical problems). This is in contrast to the HIS used by the MOH which focuses more
on the HSAs’ health inspection tasks (of bars, markets, food outlets), and less on their primary
health care or health promotion responsibilities. The project HIS, unlike the MOH information
system for HSAs, is designed for monitoring health problems at the community level and
linking the prevalence of the health problems with the work of HSAs. The project HIS also
contains service statistics from estate health facilities to ensure that the most critical health
problems appearing  at the clinics are being addressed by the HSAs and volunteer, and to
identify trends in morbidity for meamring  possible program impact. The project HISS, in
conqmrism  with the Minis&y’s HIS, is very robust and should be considered for wider use in
Malawi by the MOH or other  groups working with HSAs.

The HS.4 MmthIy Gmsolkfbted Fom (see Armx E) contains information on:
the numbers of persons reached with IEC talks;
the number of children attending under-five clinics run by the HSA;
the number of persons referred to the clinic (compared to the number of persons actually
appearing at the clinic -- for measming  dropout rates);

- the number of houses found infested with pests;
the number of households involved in sanitation activities that month (such as digging of
rubbish pits or pit latrines, clearing, etc); and
the number of households/compounds with satisfactory water supply and sanitation
faCilitiC!S.
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While the HSA form is very comprehensive, it is almost too detailed to ensure accurate
reporting by the HSAs. This was confirmed by project HIS staff who noted confusion among
HSAs regarding precisely what information should be recorded (e.g. the number of talks given
vs. number of persons attending each talk; or the number of houses smeared vs. the number of
persons involved in house smearing). Such confusion renders the project HIS data less useful
because of inconsistencies in rqrting. ln addition, because some of the information on the
form is repetitive from month to month (e.g. inspections and water supply data) these should be
deleted from the form and reported on a semi-annual basis instead. With these changes to
streamline and clarity the data collected, the form should prove to be even more valuable for
on-going program management.

The Month@  Volunteer ,&iv&y  Sheet (see Annex F) is pictorial for use by illiterate volunteers.
hi theory, the volunteers complete the forms and submit them to the HSAs for their review and
aggregation. In practice, however, the volunteer forms are sent directly to the HOPE Project
Office for computer entry. This means that HSAs are not greatly involved in using the
volunteers’ data to monitor the performance of their volunteers, and that the forms are not being
usedtothe maximum extent possible at the field level.

Because the project HIS is computerized (using EPI-INFO), data entry, retrieval, and feedback
is easier and more timely than the MOH’s  manual HIS. Data are compiled and analyzed by a
Peace Corps Volunteer Computer Systems Specialist and a data entry clerk presently employed
by the project. Summaries are qortedly  given to each HSA each month. Although a
Malawian will soon be hired to replace the KX, rapid turn-around and follow-up will not be
sustained a&r the end of the project without greater involvement of field staff (HSAs and estate
medical personnel) in the use of the HIS. Consequently, more effort should be invested toward
HIS capacity building among HSAs and estate medical staff for analyzing/utihxing  the data at
field level to manage their  programs. The building of these capacities is critical for
instiMionauzing  and susbGng project monitoring and supervision following the PACD.

The evaluation team suppods  the project’s plans to share its HIS program with the district MOH
foruseinmaqiDgMillisqHSAsandmanagingsenrice statistics. However, the project HIS
as presently designed is highly project-specific, and will be of limited use to the MOH.
Therefore, itis- thatshort-uzmrtechnicalassistancebyanHISSpecial&be
arrangedtostrcamlinetheforms@ertbtabovediscussion)andtomoregeoericallyadaptthe
HISf~usebybothtbtprojectatuithcdist&MOH.  Establishiugthccapacitywithinthe
MOH to utilize the system may also require the purchase of a computer, as well as providing
the on-the-job training fur MOH HIS stafT in the use of the system. Project HOPE should
ensure that adequate Gnancing  is available for this (either through project or external resources).

5.3

The HOPE/Malawi Child Survival Project is principally an information/education/
communications (IEC) and health promotion initiative. Minimal emphasis given to
strengthening direct provision of clinical services because the estate clinics provide basic
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curative and some preventive services. The project-supported IEC activities were designed to
complement the estate health structure through establishing an outreach and social mobilization
component previously absent at clinic level.

HOPE has trained thirty HSAs and 300 community health volunteers to offer face-to-face health
education on MCH, and to encourage or refer estate workers to estate clinics for health care.
The volunteers are expected to give two health talks per week to their compounds on various
topics ranging from general sanitation/hygiene to nutrition, AIDS, family planning, and child
health problems. In training the volunteers, special effort was taken to provide them with skills
in adult education techniques. This was undertaken to maximize their effectiveness in message
dissemination. (A local consulting firm was hired to conduct a TOT on adult education methods
for the &liners  of volunteers). The HSAs,  although primarily responsible for supervising the
volunteers and ensuring the effectiveness of lEC at the community level, received minimal
training in IEC and adult education (one day in the six week course). For this reason, it is
suggested that in the next year, the HSAs should be given special retiesher  training in adult
education methods to upgrade their skills in this area.

The materials used in the training the HSAs and volunteers were those developed by the
GOM/MOH,  except  for one breastfeeding poster which was developed with HOPE support.
Baseline survey data were not used to formulate lEC messages, but rather to generally target
lEC efforts to the population. The messages taught to the HSAs and volunteers (and now used
in health talks) are those developed by the MOH and by UNICEF as presented in the document
“Facts for Life”. The project was not involved in any pre-testing of printed materials. The
HSAs and volunteers presently do not use any teaching aids for their health talks (such as flip
charts, brochures, etc).

Preliminary results of the mid-term survey show that significant gains have been made in
increasing mothers’ knowledge levels, although there are areas where less progress has been
made. This is particularly true of the “feedingduring&urhea”  messages where some
confusion among the mothus  is evident. The mid-term survey results should be thoroughly
analyzed as quickly as possible to identify any other  areas where additional confusion may exist,
andthese~shouMbeusedtodesignspecialIECinterventi~toclarifyproblemareas.

Anecdotal information indicates that the IEC efforts of the HSAs and volunteers have been quite
well received by the community. Atlcdmce  is repxtedly  irmasing  at all health talks, and
communiti~  are reportedly  requesting additional information regarding health and child
survival. However, given the preliminary  results of the mid-term survey, we conclude that both
community volunteers and HSAs are responsible for delivering too many messages on too many
topics given the short-term pre-service training provided to them. To assist in strengthening
their IEC capacity as well as ensuring that all workers provide consistent and accurate messages,
it is recommended that (a) rel&her  training  be given to all HSAs on all the child survival
interventions and messages; and (b) teaching aids be given to all HSAs and volunteers to assist
them in their health talks, such as flip charts, or brochures to hand out to participants in health
talks. One suggestion is that pictorial “cue sheets” be designed for vohmteers,  and that these
cue sheets may be the basis for a supervisory tool or checklist for HSAs in their supervision of
volunteers.
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One target group which should be focused upon for special lEC interventions are male estate
workers and sex workers. The project’s present approach to AIDS LEC has been to educate
women on AIDS transmission and prevention. Yet it is men and sex workers who are at
greatest risk and who most require IEC for effective control of the spread of AIDS to women
and infants, the primary target group of this project. Therefore, the project should focus special
attention during the coming year on IEC for men and sex workers.

Service provision under the project is limited to condom distribution by HSAs to estate residents
and the pilot family planning community-based distribution (CBD) program (which has operated
on one estate only since early 1993). Because these are the only direct services which have
been supported by HOPE, the project faces a serious constraint in achieving its goal to improve
maternal and child health on the estates. This is primarily :: : to the absence of adequate  “safe
motherhood” services on the estates, and the project’s emphasis  on child survival with limited
resources directed at maternal care. Because essential maternal care services (prenatal,
childbirth, posmatal,  and family planning) are generally unavailable on the estates, mothers are
required travel outside the estates for their services. Yet 15 percent of the project’s resources
are allocated for promoting family planning/maternal care services which largely are no-
existent on the estates. As a result, the project’s IEC efforts to improving maternal health will
likely be limited in the face of continued weak and inaccessible maternal  care. Indeed the
Ministry of Health indicated that the greatest weakness of the project was the lack of attention
given to strengthening safe motbQhood  services on the estates.

In the event of a project extension or expansion (see section 8 below, “Recommendations”), the
activities to strengthen delivery of maternal care seryices  on the estates should be an integral
part of the project.

5.4 B for child surviyal

The HOPE Project contains  three types of personnel: (1) Project HOPE employees who train
g-v * WA!% mahtain the HIS, and ax&hate all project activities; (2) health

m (HSAs)  and community health volunteers, trained by HOPE, employed
by the estates, and respom&k for delivering preventive health services on the estates; and (3)
community based distributors of family planning services (who presently work on only one
estate). Tllese  are mm fully - below.

5 . 4 . 1  7

Annex C contains an organigram  for Project HOPE staff involved in implementing this project.
Since the start-up grant (when  three individuals were employed), an additional seven persons
have been recruited. Of ten full-time staff, three are expatriate (two Peace Corps Volunteers
and one expatriate project coordinator). Of seven Malawian staff, three are administrative/
clerical and four are program managers/supervisors. Project HOPE stafT  have largely been
responsible for program start-up, liaising with estate management and estate health staff,
training 30 HSAs and 300 volunteers, establishing the HIS, and monitoring/supervi.sig  the
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performance of 30 HSAs and 300 volunteers. Given the present level of effort, the existing
staff complement is sufficient to meet all administrative and programmatic  responsibilities of the
project. However, in the event that the project is extended or expanded before HSA
supenisory  responsibilities are handed over to the estates, additional program personnel may be
required to manage and supervise any additional HSAs and volunteers added to the program.

There is need to relieve the project coordinator of the day-today financial  management tasks
(mostly book-keeping) which she is currently performing. It is recommended that another staff
person be trained to assume these responsibilities so that the coordinator is freed to concentrate
on strategic planning and program management.

Counterparts for the HOPE staff consist of a mixture of estate managers, estate health staff, and
district and regional MOH staff. HOPE staff undertake all coordination and monitoring/
supervisory functions which should eventually be handed over to these counterparts, although
there has been little preparation for such a hand-over. In the coming year, HOPE should
pursue a more active relationship with the counterparts to prepare them for (i) direct supervision
and monitoring of the HSAs and volunteers, including collecting and analyzing HIS data on
HSAs; and (ii) overall coordination and strategic planning for all PHC services on the estate
sector.

.
5 .4 .2  1 ve

flsds: HSAs are the lowest level health staff in the Malawian health care system, working
either in the government or with the private sector (both for profit and not-for-profit) to provide
the critical functions of health promotion and delivery of preventive health services. In this
project, the estate HSAs and community volunteers are the front-line personnel for primary
health care, focusing mainly on IEC for primary he&h care (EPI, CDD, ARI, malaria,
nutrition, HIV/AIDS, and fknily planning). Each estate HSA supervises an estimated ten
volunteers,whointrrrnsaveanestimated8o-2oOworkersandtheirFamilies(dependingon
theestateandtheseasoaalityoflabor).

The thirty HSAs (15 men and 15 women) trained by HOPE are all employed by their tea/coffee
estate companies, report& to estate kalth  staff or directly to estate  management. Formerly,
these HSAs were clinic dressas, teachers, women’s group leaders, clinic assistants, or
clericava staff. Tky were recruited by estate managers to assume their
responsibilities mainly from existing pools  of estatt employees. HSA salaries on the estates are
reportedly higher than HSA salaries in the public sector.

Reject HOPE trained the HSAs using the MOH’s six-week HSA curriculum (but modified
slightly by the addition of four days training on AIDS which does not exist in the MOH
curriculum). The MOH pre-senrice  curriculum consists of four weeks of classroom work and
two weeks of field work. No refresher training has ye$ been provided, but need for such
training have been identified. Because there is no MOH curriculum for refresher or m-service
training, Project HOPE will be responsible for the additioaal  work of developing the refresher
training plan and curriculum.
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It has been suggested by some health experts in Malawi that HSAs and volunteers in Malawi are
generally ill-equipped to undertake the heavy workload assigned to them given (a) their limited
pre-service training (six weeks for HSAs and 6 days for volunteers), and (b) their low
prerequisite schooling (Standard 8 for HSAs and none for volunteers). It is also said that HSAs
in Malawi are often not performing the tasks for which they have been trained, working more
in static health facilities than undertaldng  outreach or community-level health promotion.
Furthermore, the absence in the public sector of a career ladder for advancement is said to
provide HSAs with little motivation or incentive for outstanding performance in community-
level work.

From the experience of this project, it would appear that pre-service training (as standardized by
the MOH) for HSAs and volunteers is indeed weak, given their broad responsibilities,
However, strong supervision and follow-up by Project HOPE staff (especially in the form of
on-the-job training) has significantly helped to overcome weak pre-service training, rendering
the HSAs productive and functional members of the estate health sector (although some of the
differences in HSA perfomumce, however, have been attributed to different educational levels
among HSAs). It is noted that HSA performance and output on the estates is highly correlated
with the level of encouragement and in&rest provided by estate management. This would
suggest that suucturaI  w- in HSA pre-service training can be overcome given a strong
supervisory structure and positive motivational environment such as exists in this project.

On the issue of career advance-t, there is evidence that a few outstanding  HSAs on the
estateshavebecnpromotedtosupervisory positions or to junior posts within the estate health
clinics, although this was observed only on one estate. Several of the HSAs interviewed
themselvesexpressedadesiretobctraiaedasHeaW~(tfiedesignatedsupervisorsof
HSAs within the MOH c4tmctm)  so as to enhance their career advancement.

w: The 300 community h&h volunteers (predominlurtty  female), selected by their
communities compounds have received five of six total days of training (volunteer pre-
servicetrainingisoaavuagconed3ypermonthforsixmonths).  Es&temanagersstatethatthe
volunteers deserve  most credit for the project’s succuaes, especially  in view of their lack of
remum3Xionfromtk umummitia or from the estates. It is unknown how many volunteers
have dropped out as a result of lack of interest/motivation or scBs(MBLity  in employment (some
ofthevolunteustrainedwerc~andnot pamaaent  employees).

The volunteers  themselves have quested ccrtificatcs  upon completion of their training. This is
averyreasoaablerequest,~fortbosewhoarcmoremobileaadbelievetbeirtraining
could be utilized elsewhere in the country. It is recommended that Project HOPE distribute
thesecertificatesataspecialceremonytoreu@ze the volunteers’ contribution to improved
he&h care.

As mentioned previously, the volunteers have no teaching aids or materials to distribute which
may make their work more effective. Nor has any refresher training yet been provided to
vol~teers. Because teaching aids could greatly assist in making messages more uniform and
accurate, volunteers should be given “cue sheets’ or a similar tool for their health education
Work.
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Each volunteer serves an estimated 80 - 100 workers and their families (assuming 5 dependents
per worker, this gives a total client load of 400 - 500 persons per vohmteer).
During the evaluation, some volunteers expressed frustration over their difficulties in
influencing some households. for some, the solution to this problem has been to recruit
compound watchmen (“compound leaders”) to provide them with back-up support. However,
because the watchmen have not directjy  benefitted from any health training, the project should
capitalize on their informal involvement and provide them with training, particularly in areas
where they could be of more influence on men (such as in family planning, AIDS prevention,
etc). As permanent employees of the estates, formally involving watchmen in the estate PHC
system can provide a measure of continuity to the compound where turnover among volunteers
OCCWS.

.
The volunteers’ problems with their constituents highlight the likelihood that HSA supervision is
not as effective as it should be. The project should examine more closely the quality of HSA
supervision and the need for upgrading their skills and/or developing specialized supervisory
took. External  technicai  a.Gsmce  for this task is recommended.

After 12- 18 months of project implementation, it is clear that both the volunteers and HSAs
believe they need refresher training. When asked what subjects they would like to review, the
general response was “everything”. The results  of the mid-term survey confirm the need for
refkesher  training, and as such a general review of all interventions is recommended (with
special concentration on nutrition and ARI interventions). In addition, a review of adult
teaching methods should be included, as well as supervisory training for HSAs. Finally, as
discussed above, refresher training should include a review of the HIS, the accurate completion
of the forms, and the utilization of HIS data fix monitoring program progress and employee
performance at the compound and estate level. The evaluation team notes that the project
budget contains Gnancing for refresher training and that this is planned in the coming year.

. .
5 .4 .3  1

HSAs and volmneerS  largely promote family planning servicea which are generally not available
ontheestates. TheabsenceofFPservicesintheestatesectorisduetorestrictiveGOM
regulations  which prohibit kahh provideax  from offering Fp services without having completed
a special MOH three-month training course. Given that only one nurse on all 38 estates has
completed this unxse and is qualified to provide family planning on-site, most estate residents
havehadtotraveloffthee&atetoobtainFPserviccs.

With this umstknt in mind, HOPE recently initiated a CBD program (for condoms, foam, and
oral contraceptives) on the one estate where the qualified FP nurse is located and where a child
spacing clinic had been earlier establisbecl  (in August  1992). The  eight CBD workers (all
literate women) were selected by their communities to provide outreach services from the child
spacing clinic. They beat a two-week training which covered contraceptive methods
(including those methods to be distributed as well as those only available at the clinics, such as
tiw injectable, IUD, and sterilktion),  counseling, logistics, and reporting.
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At the time of the evaluation, the CBD program had been operational for only three months,
but distribution data show that commodity distribution is low - only 15 cycles of pills and 150
condoms had been distributed by the eight CBD workers during this period. The low activity
level of the program mirrors the poor performance of the child spacing clinic which also shows
very low output levels since August 1992. One explanation for the program’s poor performance
is inadequate supervision of the CBD workers by the cognizant family planning nurse. Another
possible explanation is that potential FP clients prefer anonymity which is not provided by the
FP clinic or CBD workers from their community. The reasons for the poor performance must
be examined in further detail, perhaps through conducting focus groups with both clients and
CBD workers, to identify existing constraints and possible solutions. The adequacy of pre-
service training for CBD workers should also be examined during the focus groups.

Given that it has not been possible to expand the CBD program to other estates due &
GOM/MOH training prerequisites, Project HOPE is exploring the possibility of linking trained
FP practitioners from a neighboring hospital to provide monthly visits to the estate clinics. ‘This
a laudable interim solution, but sustainable  family planning service delivery will occur only
when estate medical staff themselves are trained to delivery services, and contraceptive supplies
are made more accessible, either through CBD workers or through other means’. Assuming
that the GOM will soon revise the prerequisites for FP service delivery, estate medical staff
should wait to receive FP training until the new GOM guidelines are disseminated.

HSAs are trained as condom distributors but have no other items to provide. Nor do volunteers
haveanymaterialsorsuppliestouseintheirwork.  Whilethislackofmateriaisdoesnot
appear to have adversely a&c&d their performanc e, both HSAs and volunteers could be more
effective if given additional “took” to do their jobs. For example, health education aids (such
as flip charts or brochures for distribution) or other health supplies (such as ORS or other non-
presaiptive  medi~ons  as permitted by the GOM) could enhance their credibility at community
and estate management level. As mentioned previously, volunteers in particular lack the
necessqskillsmdtooktoensureum&ency and accuracy in message dissemination. With
the addition of teaching aida or other supplies, the HSAs and volunteers could stimulate even
morepositive~~attbehomeaswe~asmoreratioaalutilizationofestatemedical
services.

Essential medicines and otba health supplies are financed by the estates, with the exception of
preventive heaith  servim supplies (vaccines, OR& contraceptives,  condoms) which are supplied
free-of-charge from the district MOH. However, frequent stockouts of these items at the
district MOH level adversely affects the delivery of many MCH services. Project HOPE has

3 Con  family planning policies reqardinq conercial sales of contraceptives, norm and procedures
for FP services &livery are beinq  revieued  by other UShIpspOnsored  projects at this the. Until these
policies are officially revised, Project NIP8 must  lid its FP activities to tbos42 uhicfi  are approved
by the GUI. However, OIMX  the policies are liberalited,  E@I  is encouraqed  to prorote  expansion of PP
throughout the estate sector through any and all seam.
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assisted to address erratic condom supplies by collecting condoms in Lilongwe and filling the
distribution pipeline on the estates (thereby bypassing the MOH regional and district storage
points). While the short-term gains from this strategy are clear (CPR for condoms doubled by
the mid-term survey), the estates will likely not continue such logistics support following the
project PACD. Thus, the project should solicit the support of USAID/Malawi  and other donors
to improving logistics management of supplies in the health sector.

Again, as mentioned previously, HSAs and community volunteers have received limited
technicaI  training to undertake their wide-ranging and heavy workload. To strengthen their
technical capacity, HSAs and volunteers should be given refresher training as soon as possible
in alI the child survival interventions, with special emphasis on those areas where weaknesses
have been identified (notably nutrition and ARI). Roth HSAs  and community volunteers should
be provided with teaching aids to strengthen their health education tasks. In addition, given the
HSAs IEC responsibilities as well as their supervisory responsibilities over the volunteers’ IEC
activities, all HSAs should have the benefit of a refresher course of adult education methods.
Strengthening these technical skills should improve the quality of work by both HSAs and
volunteers.

. . . .
5 . 7  m

Section 5.4.2 above highlighted the importance which supervision has played in overcoming
weak pre-service training and in contributing to the successes of the project to date. Indeed,
during the evaluation, estate managers repeatedly noted that the project’s most critical input has
been the supervision and technical direction provided by Project HOPE to the HSAs. Project
HOPE staff have undertalren virtually  all HSA supervision and monitoring within this project.
HOPE staff conduct site visits, hold quar&rIy meetings, and review I-ISA HIS data. A
supervisory checklist was recent@  developed (see Annex G), but it does not appear to be
particularly useful for identi@ng  wkre HSA performance is strong or lacking. While  the HSA
information system is a much stronger tool for monitoring performance, an improved
supervisory  &e&list  (such as the “scoring” methods developed under the A.I.DAVashington
PRICOR  Project) could  lx used for focusing on the most important areas of HSA performance.
HOPE is encouraged to explore alternative in supervisory  checklist  formats for developing a
new checklist which can eventually be used by estate managers in their supervision of HSAs.

HSAs are also supervised  by their  estates, but the quality of this varies considerably. Some
estate medical staff meet  regularly with their HSAs and require written rw. Other estates
provide little effective super&ion, either  because they are unfamiliar  with public health and the
HSA’s roles/responsibilities or because they have no time. These  estates depend heavily on
Project HOPE for all supervision,  monitoring, and technical direction/support.

The HSAs themselves, with indirect support from the HOPE staff, supervise and monitor the
work of the volunteers, largely through site visits. Transport  for supervision is not a constraint
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in this project, as bicycles have been given to all HSAs for their work (although some estate
managers say the bicycles are not being used). Quality of HSA supervision appears to the
weak. HSAs do not appear to utilize the volunteers monthly activity sheets for supervisory
purposes (as the data sheets are mostly sent directly to Project HOPE staff for data entry and
analysis). In view of the demonstrated importance which good supervision has played in the
success of the project, and in view of HSAs’ need for capacity building in this area, there is
urgent need to train HSAs in supervisory skills as well as to teach them to use the HIS for
monitoring the performance of the volunteers.

From the viewpoint of the HSAs and volunteers, most of the supervision and monitoring
provided by Project HOPE is on-the-job training. From the perspective  of Project HOPE,
supervisory visits are also important for project administration purposes. HOPE could more to
use the supervisory process and the HIS data for on-going project evaluation purposes. The
estates themselves supervise HSAs to evaluate their performance (as does Project HOPE).
Supervisory  visits are not utilized for counseling/support purposes, as the responsibilities of the
HSAs and volunteers generally  require little attention in this areas.

The continued success of the HSAs on the estates sector is highly dependent on institutionalizing
HSA supervision and monitoring function on the estates themselves. To the maximum extent
possible (i.e. where estates have medical staff), Project HOPE should build capacity of estate
medicalstafftodirectly supervise  the HSAs and volunteers. This capacity building effort
should include the development of tools, such as a more effective supervisory checklist, which
canbeusedbybothprojectandestatestaff.  Fur&rmor e, estate sqcrvisois should be taught
howtousetheHISforbothr.nonitoringHSAperformance and identifying disease priorities.

5.8 CentralEuaQipo

Project HOPE/Malawi receives technical and administrative  guidance from HOPE Center
(USA). Fifteen Qercent  of totaI project financing  is allocated for HOPE Center administrative
monitoringarxitechnicalsqqort.  Lesstbanhalfofthishasbeenexpendedatthetimeofthe
evaluation, but this is at&iWed to a reorganiz&m  at HOPE Center which streamlined
communications and ad&n&&m  between the field and HOPE Center (previously complicated
and confusing) and hited the number of technical staf? oveaxeing  field operations.
HOPE/Malawi staff state that as a result of the reorganization, adr&&rative  and technical
backstoppingiswweasicrtoobtain.  ArecentlyhiralHea.lthE&ationSpeciaMatHOPE
Center is expeckd to assist even further in suppohg  the project’s IEC activities.

HOPE Center receives admin&&ve  and technical support from the A.I.D./Washington  PVO
CbiId Survival Project, although the quality of this support is variable. A.I.D. guidelines
provided for implementation plans, surveys, and evaluations have not always been distributed in
a timely manner, and as in the case of the DIP guidelines, are often too confusing and
complicated to render the final document useful for project planning, implementation, or
evaluation. Ideally, the DIP itself should be used on a daily basis for project implementation
and on-going evaluation/ monitoring. Unfortunately, the document’s confusing organization
makes this nearly impossible.
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Another problems is that A.I.D. (through its centrally-funded contractor) requires a rigid
sampling frame (households with children under two) for alI project-related KPC surveys.
Understandably, this is the sampling frame best suited for measuring EPI coverage and other
child survival interventions. But in a project such as this, where considerable emphasis is given
to the promotion of adult health services (family planning, AIDS control, maternal health) that
directly affect child survival, this is an inappropriate sampling frame for evaluating alI the
project’s variables. With such a sampling frame, it is not possible to calculate true
contraceptive prevalence rates nor can KPC data on AIDS transmission (the key factor in
morbidity and mortality in Malawi today) be accurately measured. Given that child survival in
Malawi is inextricably tied to safe motherhood, and given that 30 percent of this project’s
resources are allocated for family planning, maternal care and AIDS, the narrow sample frame
is incompatible with the project’s range of activities and objectives. Moreover, many. of the
project’s survey results cannot be compared to other national health survey data (such as the
Malawi DHS) which are now available. It is recommended that for child survival projects like
this which contain a large portion of family planning and adult health activities,
A.I.D./Washington  revise its survey guidelines to those used by the DHS, with a cluster sub-
sample for measuring EPI coverage rates and other child survival interventions.

To date, approximately eight person-weeks of external technical a&stance  were obtained for:
(i) development of the project’s information system for HSAs (2 person-weeks); (ii) examining
dietary intake patterns and use of homehased  fluids for diar&a treatment (2 person-weeks);
(iii) conducting a workshop on adult education methxh for trainers of community health
volunteers (1 person week); and (iv) conducting an ethnographic survey of household health
practices on the estates (3 person-weeks). Aside fkom  the HIS consultancy, they were largely
conducted by local con&ants  in based in Malawi and were useful  for providing greater
understanding of horn&as@  practices and for formulating the project’s IEC strategy.
However, the results of these  con&tar&s  were not used for formulating message content since
the project relied  on the messages already  developed by the MOH and UNICEF/Malawi.

~~ghtheprojectHISishighly~tomeetthemonitoringandreportingneedsof
Project HOPE, there  is cons&sable  potential for adapting the HIS for use by the MOH in
Thy010 or more broadly  throughout Malawi. It is therefore recommended that HOPE arrange
for second HIS consuhaq  for the purpose of adapting and refining the project HIS to meet the
more generic HSA infcmnation  needs of the estates, the district MOH, and/or other interested
parties.

As previously discussed in sections 5.4.2 and 5.7, additional TA for strengthening supervision
skills and for developing stronger supervisory tools (at all levels) is also recommended.

. .
5 . 1 0  B

The chief co- for this project are the estate managers and their medical staff, the
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Thyolo district MOH, and the regional MOH (based in Blantyre  for the southern region). The
estates are principally involved in the day-today implementation of the child survival project in
conjunction with Project HOPE technical direction and coordination. The district/regional
MOH is responsible for general coordination and oversight of all health services in the area,
including private sector and non-profit services (such as exist in this project).

Relationships between HOPE and all counterparts are excellent. The Reject Coordinator in
particular can be credited with building very strong and effective relationships with all parties,
but particularly with estate management (who are typically reluctant to collaborate in social
sew; 7roject.s  because of negative experiences in the past). Estate managers expressed their
Ple!asL : vith the progress of the project and the efforts made by the Project Coordinator to
keep tnem informed of project activities and emerging needs.

Coordination with MOH policies and procedures is a high priority as evidenced by the fact that
all project interventions follow MOH norms and procedures, all messages are those developed
by the GOM/MOH  with UNICEF, and that all the HSA training utilized MOH curriculum.
Regular meetings between the regional MOH and the project (along with other NGOs working
in the region) began in earnest during the 1990192  drought to coordinate emergency relief
activities. Although the drought has passed, these meetings are continuing, but with a more
developmental focus, The regional MOH has indicated that despite differing objectives between
many NGO projects and the MOH, NGO/PVO projects in general (and Roj&t HOPE’s in
particular) are excekut  nxichanisms  for operations research, eqxially  in areas such as
supervision, community mobilization,  sustainability, nutrition, and family planning (areas where
MaIawi gov- progmns  are UaditionaUy  weak). This was aqributed  to the NGOs/PVOs’
better resources, better logistical support, and greater motivated to “test” new approaches. It
was recommended that more PVO/NGO health projects in Malawi be encouraged to use their
projects as operations research activities to test iMerventions  or innovations which the MOH
could possibly include in their  programs. @U-B.:  In this regard, Project HOPE’s development
of the HSA HIS and work pOne in supervision  could be a substantial contribution to the
Malawian heahh  seem with widemnging appkabi.Uty.]

At an opetlrtional  level, comdination  behveen  the project, the estates, and the district MOH is
less formal - matings are held as needed, usually to resolve a problem in project
impkmmtatioa.  The  &strict  S&or Health Inspector  (the individual responsible for overseeing
all HSA activities in the distrkt) expressed concern that he was not kept informed of project
HSA activities (although HOPE keeps his supervisor, tbedistrictHealthDirector,abreastofall
project activiti~). It is recommended that the project establish  a more formal mechanism for
on-site coord&ion,  either through  regular meetings with estate representatives and the district
MOH (including the district health inqectorate and MCH representatives), or through copying
the Health  Iqectomte  on aB communications passed to the district Health  Director.

To date, Project HOPE has assumed all of the technical, supervisory, and coordinating
functions of the project, These, however, must be handed over to either the estates or the MOH
by the end of the project. Given that there are 38 estates, it is unrealistic to expect
institutionalization of all functions within each estate. While each estate should become more
involved in the direct supervision of their HSAs and volunteers, managing HIS data and
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monitoring/coordinating between estates is best assigned to a broader coordinating body.
Despite the natural fit between these functions and the MOH, the Ministry’s limited resources
precludes them from assuming these responsibilities. One suggested alternative is the
Agricultural Employers Association (AEA) of Malawi who are largely responsible for
rationalizing and standardizing benefits on the estate sector. Ideally, the tasks of coordination
between estates, data management, and coordination with the MOH could be transferred to the
AEA, and financed through membership contributions to the AEA. However, this remains to
be worked through with the AEA and given the limited time remaining before the PACD, may
not be completed during the remainder of the current project.

. .
5 . 1 1  Referral

HSAs and volunteers refer sick patients to the estate health facilities which are equipped to
provide basic curative and preventive services. Severe cases are referred to the Thy010 distict
hospital. As mentioned previously, the presence of HSAs and volunteers has increased referrals
to estate clinics, with the result that patients are referred earlier, before the illness progresses to
a critical state. This is regarded by many as a major accomplishment of the project. Aside
from establishing a family planning clinic on one estate, the project is not directly involved in
strengthening the services provided at the referral site (although it is believed that HOPE should
strengthen matemal  care services at the estate level - an ofi mentioned gap in the project’s
activities as discussed in section 5.3 above).

5 . 1 2  e NGOsfPVOs

During the evaluation, it was often cited that NGO-NGO coordination in Malawi was largely
non-existent prior to the 1991/1992 drought. NGOs were rarely involved in sharing resources,
and there was evidence of duplication in design efforts. Early attempts at coordinating with the
efforts of other  A.I.D.&anced  PVOs in Malawi were by and large unproductive.

The onset of the drought, however, effectively brought the NGO community together for the
first time for the purpose of coordinating  emergency response. HOPE participated in donor
coord&tion meetings with the MOH and other NGOs as weU as supporting numerous nutrition
surveys which were  conducted  throughout southan  h4alawi. Although the drought has passed,
these donor coordination activities continue today with a focus on development and coordination
of scarce development resources to maxim& impact at the community level.

HOPE states that from these coordination efforts, it has learned much from other NGOs about
the roles and limits of volunteers and their realistic  contribution to the project and primary
health care.

5 . 1 3  v

To date, the project has expended only half its budget (vs. a planned 67 percent). This is
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largely attributed to highly conservative spending on the part of the field team and HOPE
Center, and not an overestimated budget during the planning phase. HOPE plans to use the
saving accumulated thus far to finance a one-year extension of the Project Coordinator (until the
end-of-the-project). The evaluation team and USAID/Malawi  Health Officer supports this
m-l.

The remaining budget appears to be sufficient to meet the project’s KPC objectives in the final
year of implementation. It is less likely, however, that in the coming year, the project will be
able to achieve sustainability of project activities, as these require more than the three-years
allocated for implementation. As such, a three-year extension is recommended to both expand
project activities (to other estates) and to institutionalize coordination and monitoring functions
within the AEA or another designated body (see section 6 below). Such an extension will
require additional financial resources.

This project has far greater chances for long-term sustainability than most NGO/PVO health
projects given the estates’ financial commitments to cover HSA salaries and limited associated
costs. Since the begin&g of the project, and as a precondition for estate participation in the
project, HSAs have been salaried employees of the estates. Some estates have gone so far as to
promote HSAs to higher levels, an indication of strong commitment to the project and
sustainability prospects.

Financial sustainability, while not a major issue for support of service delivery, will be a factor
in the sustai&ility  of program managemeat  functions. Most estate managers have found the
project so effective in addressing their priority health concerns for their workforce (malaria and
HTV/AIDS control) that they  are prepared to increase their health budgets to cover future
recurrent costs which are now tinanced  through HOPE (such as oversight of health workers,
management of data, program coordination among estates, conducting occasional surveys, and
possibly logistics support). However, their ability to assume these costs is highly dependent on
theGnam5albeaithofthetcaandcoffeeindus@ywhichcurrentlyisoneofthemostdepressed
industrks  worldwide. As discussed  below in section 7, the ability of the estates to finance all
zs the project, following the withdrawal of Project HOPE, may not be sufficient to meet

.

The estates appear to be committed to sustaining the salary costs of health personnel introduced
by this project, but unable to invest in any future “capital” improvements (such as equipment,
supplies, training) or a significant expansion in numbers of personnel. Therefore, HOPE should
make every effort to ensure that the technicd  quality of the HSAs’ and vohmteers work is at
the highest possible standard before the PACD. This means that in-service training for HSAs
(to upgrade technical, supervisory, and HIS skills) and volunteers, as well as the development
of IEC and supervisory tools, must be given priority over the next year to ensure that they are
in place before the PACD.



Project IiOPE/Halaui - Child Survival Project - Hid-Ten Evaluation Page 21

The issue of HSA supervision and coordination concerns estate managers, who see HOPE’s
investment in this area as the critical factor contributing to the project’s success. Without
continued back-up from HOPE, many managers believe that HSAs will lose their productivity
within 2-3 years. This further suggests that an outside organization (such as the AEA) is
needed to carry on HOPE’s supervisory and coordination functions, even when estate medical
staff are given training and support for supervising and monitoring HSAs and volunteers.

Sustainability of the volunteers may not be realized because estate management are not fully
comfortable with the concept of volunteers (they see them as “unpaid employees”). As a result,
their future as permanent members of the estate health sector is less certain.

Ministry of Health involvement is not a critical factor in the sustainability of the project,
although greater coordination with the MOH will only enhance the prospects for sustainability.

At this point, the most critical factor in ensuring the project’s sustainability is time. The three-
year period given for project implementation is insufficient for fully institutionalizing HOPE’s
support to the HSAs and oversight/coordination on the estates. Given only one year remaining
in the project and the need to further strengthen both technical skills and organizational
structures aa is e. This extension should be used to (1)
phase-over and m.stitutionalize  the supe&sion/monitoring/coordination  responsibilities from
HOPE to an appropriate body (such as the AEA), amI (2) to expand project activities to
neighboring estates who have expressed interest in replicating the existing approach on their
estates Such an extension should also involve an additional project activity - namely the
strengthening of maternal care services and discussed above. In the absence of such an
extension, long-term susla&bility will be limited given the constraints presented above.

7. C~CO~COYERY

Excluding HSA salaries and associated medical costs which the estates are already financing, the
estimated recunem  costs for program coordination/monitoring/supervision are calculated to be
approximately K155,OOO  per year (or US $38,750 per year at present exchange rates of K4.0 =
US $1.00). This would be the additional cost to the AEA or other designated  organization for
maintaining program coordination and oversight following the PACD. These costs are based on
the following assumptions: two f&I-time  positions (Program Coordinator  and HIS/Statistics
Officer) at K30,ooO each (K60,CUKI  totalj;  training a! K20,ooO per year; training and office
materials at KZO,ooO per year; F at K40,OOO per year; K15,oO per year for
communications and contingency. Office space, furnishings,  and secretari&clerical  support are
assumed to be covered by the designated organizarim.

Considering that the estates Presentty  spend an estimated $1.00 - $3.00  per worker (K4.00 -
KS.00 per worker per year) for medicines, salaries, uaqto~?, and other operating expenses, this
translates into $36,000 - SlO8,ooO  total district spending each year for estate health care
services in Thyolo District (assuming 36,000 workers). Thus, recurrent costs associated with
this program’s coordination/monitoring/supervision ($38,750 per year) represent at a minimum
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a 30 percent increase in health spending, and at a maximum a 100 percent increase in estate
health spending,

While estate management state that they would be willing to increase their spending in health, it
is unlikely that they envision a 30 to 100 percent increase over their present spending levels. In
view of the tea/coffee industry’s poor financial state, it is unlikely that the estates would agree
to cover total recurrent costs associated with sustaining program oversight.

A solution to this dilemma is to finance the expansion of the HOPE program to more estates so
that oversight costs would be spread more thinly among the companies -- a further argument for
extending the project over the next three years so as to both expand coverage and lower per
capita costs for sustainability.

8. RECOMMENDATIONS

The following recommendations are not presented in any priority listing. Rather, Project HOPE
in conjunction with relevant counterparts, should review the list and determine the relative
priority ranking of each recommeadation  for implementation in the coming year.

General:

The project should be extended for an additional 3 years (September 1994 - August
1997) to permit: (i) a twc~year  phase-over (in 1994 - 1995) of aiI coordination and
supervisory functions to the Thy010 estates or a designated body (such as the Agriculture
Employers Association); and (ii) an expansion of project activities to estates of the
districts. The extension should also allow for greater financing for maternal care
services, particularly &livery care and pre- post-natal care, and including family
planning.

Project KPC objectives should be revised to set new targets (where targets are already
met) and to qua&y those  targets which are presently not quantified.

The  Project &orddor  should be relieved of the day-@&y  Enancial  management tasks
(mostly book-keeping) which she is currently performing. Another staff person be
trained to assume tbesc  respansibilities  so that the coordinator  is freed to concentrate on
stmtegic  planning aad program management.

The project urgently needs to begin arranging for an appropriate group (such as the
AEA) to sustain (i) direct supervision and monitoring of the HSAs and volunteers,
including collecting and analyzing HIS data on HSAs;  and (ii) overall coordination and
strategic planning for all PHC services on the estate sector.
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. . . .[EC/HealthMom.

The project should investigate the apparent confusion over “feeding-during-diarrhea”
messages (as is evident from the results of the mid-term survey) and formulate LEC
strategies to clarify and correct this confusion.

Sex workers and men on estates should be specially targeted for EC on HIV/AIDS
prevention.

Teaching aids should be developed for all volunteers. These may include flip charts,
“cue sheets”, and/or brochures for distribution to households.

Watchmen who are presently involved in assisting volunteers, should be given special
training in selected health interventions (especially those intenentions  which should be
targeted particularly toward men, such as family planning and HIV/AIDS prevention).

HSAs should be given refresher training in adult education techniques, as they did not
benefit from this training provided to volunteers.

IEC on nutrition (exclusive breastfeeding, weaning, feeding during diarrhea, and
possibly micronutrients (vitamin A and iron)) should be given extra emphasis in the
coming year.

Provide HSAs with refresher train@ in all technical interventions and in adult
educatiorl/IEc  teclmiques  to strengtllen/upgrade  their technical skills.

HOPE should explore whether HSAs can be given additional supplies/materials (aside
from coadoms)  for d&rib&m to the communities. These could include non-
prescfiptive maikim  (such as analgesics or skin ointments), ORS, anti-malarials, or
healtheducatioxl-.

Certificates should be provided to all volunteers who complete the pre-service training
COtUSe.

Investigate whether HSA supervision is adequate to meet the special needs and problems
of the volunteers. Examine  the need to upgrade the supervisory skills of the HSAs,
including their need for tools (such as supervisory checklists). Upgrade HSA skills as
needed.
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With short-term TA from a Supervision Specialist, develop HSA supervision capacity at
the estate level (for that estate medical staff are able to effectively assume the day-to-day
supervision of HSAs on their estates). This will entail development of an improved
supervisory checklist as well as training estate supervisors how to analyze the HSA and
volunteers HIS data for overall monitoring of HSA/volunteer  performance.

With short-term TA from an HIS Specialist, streamline and clarify the data collected in
the HIS. Adapt the HIS for more generic use by other agencies, such as the district
MOH. Build capacity within the estates and among the HSAs themselves to utilize the
HIS ‘r program and personnel management.

HOi Malawi staff should more regularly use HIS information and supervisory visits for
evaluative purposes. This would enable more rapid identification of implementation
problems and the formulation of early solutions.

.Ice Dehvexy.

Thoroughly examine the reasons behind the poor performance of the child spacing clinic,
including the peqectives  of community representatives, the CBD workers, and the CBD
supelvisors.

To the maximum extent possible, facilitate training of estate health staff in family
planning services delivery and community-based distribution of contraceptives, to expand
the availability of Fp services on all estates.

Project HOPE should take the leadership in formalizing coordination between the
proje~&t.$i~~,  d the district MOH throu@~  regular meetings and by copying all

me related to the pro~cct.

USAID/Malawi should be approached for assistance in resolving poor supply logistics to
the district level, so that the project is relieved of the logistics management (i.e. condom
transportation)  activities it has assumed.

A.I.D./Washington  should generally encourage PVO/NGO projects to frame their
projects as “operations research” activities to test interventions or innovations which
Ministry’s of Health or other health agencies could include in their programs.

A.i.D./Washington  should revise the DIP Guidelines to make the document a more
useful tool for day-to-day project implementation and evaluation/monitoring.
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A.I.D./Washington should revise its KPC Survey Guidelines to permit sampling frames
as used by the DHS (with a cluster sub-sample for measuring child survival services).

9 .  S U M M A R Y

An evaluation team comprised of Project HOPE representatives and an external consultant
evaluated the performance of the Project HOPE Child Survival Project which introduced child
survival services to 38 private sector tea/coffee estates in Thyolo district, Malawi. The
evaluation mission, conducted over a two week period in July 1993, undertook intenriews  with
HOPE field staff, HSAs and volunteers, MOH representatives, and estate managers. No
inteiviews  were conducted with the general population as data from the HIS and baseline/mid-
term surveys were available to assess changes in household health behaviors resulting from
project interventions.

Primary health care, with a focus on child survival, was by and large non-existent prior to the
start of the HOPE project. In the first two years of project implementation, the project
successfully contributed to: (i) the creation of sound PHC services delivery through training 320
new health staff, (ii) increases in the communities’ understanding and awareness of basic health
problems, and (iii) a strong and effective management structure for monitoring and supervising
rAni health care activities on the estates, and for collaborating with counterparts and other

In the next twelve months remaining before the PACD, the project should focus its efforts on
“line-tuning” the activities introduced thus far to ensure that PHC services are of the highest
possible standard. This  means that in-service training for HSAs (to upgrade IEC, service
delivery, supehmy, and HIS skills) and volunteers, as weU as the development of IEC and
supervisory tools, must be given priority over the next year to ensure that they are in place
before the PACD. Some interventions, such as nutrition, AFU, and certain aspects of diarrhea
control require additional attention during the next year.

Supervision of PHC health workers and program management/crdination  (largely undertaken
by HOPE staff) will likely not be sustained following the PACD due to the estates’ lack of
capacity to assume these functions. A pmposed  solution is that an umbrella organization like
the Agricultural Employers Association be encouraged to assume these tasks for all 38 estates in
Thy010 district. Unfortunately, in the twelve months remaining, it is unlikely that the AEA, or
other designated body, will  be able to adequately and sufficiently develop the capacity for
supervision and management/coordination. Furthermore, the costs of establishing this capacity
appear greater than the 38 tea/coffee estates can currently afford. It is suggested that Project
HOPE expand its program to other estates in other districts so that the costs of
supervision/oversight/coordination can be shared over a larger group. Such an expansion will
require an extension for a minimal-three year period.
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The Project HOPE Child Survival Project contains many of the necessary ingredients for a
successful and sustainable primary health care program -- collaborative/productive working
relationships with local institutions; enthusiasm and commitment on the part of project
recipients; a technicaIly  sound set of intervention relevant to the epidemiological and cultural
context; and a strong community orientation. If the above gaps and constraints are adequately
addressed, the project has the potential to be a truly sustainable  activity in the Malawian health
sector.
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